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Abstract — A new formula for autologous ipsilateral rotational keratoplasty has been designed and verified by surgical 
procedure on 19 eyes. The formula is found to be successful in all cases. The diameter (D) of the cornea to be rotated is 
equal to the length of scar from one side of pupillary margin in semidark room, nearest to the scar to the farthest end of the 
scar (L) nearest to center of pupil, added to the pupillary diameter (Pd) in semidarkness. The direction of rotation of scar is 
just opposite of radius under consideration and off center by 0.5mm (trephine is put on 0.5mm outside the pupillary margin. 

D=L+Pd 

Minimum clear cornea required for rotational flap is 4 mm on one side of the pupil. In eyes with eccentric corneal opacities 
partially involving the pupillary area, using a rotational corneal autograft, can revitalise vision. This procedure does not 
warrant immunological rejection associated with allografts. 
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I. Introduction 

Many erudite authors have prescribed formulae for this purpose. But two of them shall be discussed in the chapter for 
discussion, as it is commonly used. Formula have been described that help assess the suitability of the procedure and choose 
the size of the trephine to be used. The use of digital photographs and imaging software to assess the suitability of the 
procedure has also been described by other learned author s [ 1,2 3] . This is a procedure that works best in eyes that have a 
central corneal opacity and clear peripheral cornea. An eccentric trephination is performed that allows the removal of disk of 
cornea containing the central opacity. 

Various methods have been described for these calculation [4,5] . 

II. Material & Method 

19 cases were operated having corneal scar involving either entire pupil or a part of the pupil. The scars were of variable 
thickness, either involving entire thickness of the cornea or partial thickness of cornea. The age of the patients ranged from 
10 years to 44 years. The formula mentioned above was followed to use size of the trephine. 


Figure 1A: Legends (Mono Images) 


A . Cornea of size = 12mm in diameter. 

B. Pupil size of diameter =4mm 

C. Scar involving 3mm of temporal side of pupil 

D. Planned rotation of flap=3mm+4mm=7mm in diameter. 
T. Temporal side 

N. Nasal side 
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After rotation of corneal flap 

A . Cornea of size = 12mm in diameter. 

B. Pupil size of diameter = 4mm 

C. Scar is out of pupil and driven to temporal side 

D. Planned rotation of flap=3mm+4mm=7mm in diameter. 
T. Temporal side 

N. Nasal side 



A . Cornea of size = 12mm in diameter. 

B. Pupil size of diameter =4mm 

C. Scar involving 2mm of temporal side of pupil 

D. Planned rotation of 11 ap=2mm+4mm=6mm. 


Figure 2A 


After rotation of corneal flap 

A . Cornea of size = 12mm in diameter. 

B. Pupil size of diameter =4mm 

C. Scar is out of pupil and driven to temporal side 

D. Planned rotation of flap=2mm+4mm=6mm. 


Figure 2B 



Figure 3A: Rotation of flap 
Shaded area is the scar before rotation 



Figure 3B: After rotation, Position of SCAR 
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Suturing was done first by smooth apposition of epithelium at 4 points. Then the needle grazes over either descemet’s 
membrane or stroma demanding on thickness of cornea to continue smooth apposition of epithelium. 

Follow ups after 1 month and 6 months were done to evaluate visual acuity and endothelial count by specular microscope at 
graft junction and other parts of rotated cornea were done. In average postoperative visual acuity was 6/12 and endothelial 
count was satisfactory. Night glare was absent in all cases. 

It was concluded that this formula to select the size trephine was satisfactory. 

III. Discussion 

Formula proposed by Dr Jonas is 3 A diameter of the cornea-1/2 e(preoperative distance between the corneal center and 
nearest edge of the opacity to the center) [1] . 

Example- figure 1 if cornea diameter is 12 mm, then 3 A x 12= 9mm. 

Scar size 3mm (2 mm on nasal side and 1 mm on temporal side of center of pupil). 

Then Vi of 1 mm= 1 /2 mm 
9-1/2=17/2=8.5mm 

* Applying proposed formula designed by Dr Bijay,3mm+4mm=7mm flap of cornea needs to be rotated starting from nasal 
side of the cornea. Thus it is found that flap size is 1.5 mm less than the flap size required by the formula designed by Dr 
Jonas. Larger flap leads to closeness to limbus. This may initiate rejection of cornea and invasion of blood vessels into 
cornea. “A rotational autograft can be an effective alternative to standard penetrating keratoplasty for some patients with 
corneal scars. We establish a mathematical model for most clinical instances of a rotational autograft, in which an 8-mm graft 
with a decentration of 0.5 mm best satisfies the goals of surgery. Studies assure that the endothelial loss due to such 
procedure is less in comparison to homologous penetrating keratoplasty [6] . 

It means that 8mm of diamter of graft is used in all cases. 

*By formula of Dr. Bijay, only 7mm of diameter of cornea is rotated. 

Autokeratoplasty using the contra lateral eye has been used relatively infrequently because the set of circumstances that 
indicate this procedure are rare (i.e, the patient must have a nonfunctioning control at real eye with a clear cornea) [710] . 

Several authors have suggested the use of different geometric shapes for the ipsilateral autokeratoplasty, such as a triangle [n " 
13] , a rectangle [14] or a figure eight [1113] ; how-ever, none have replaced the standard circular graft with an eccentric center [17 ‘ 
21] . In this form of penetrating keratoplasty, the area of clear cornea is placed in the geometric center of the cornea and the 
opacity is rotated toward the limbus. The objective is to achieve the largest possible optically clear zone. 

IV. Conclusion 

The new formula for autologous ipsilateral rotational keratoplasty is shown below 

D=L+Pd 

Which is very simple and verified by surgical procedure on 19 eyes. 

It is expected to give successful result with suturing at differential thickness of cornea as thickness of new alignment is not 
equal. 
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